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Session Law 2007-0323, passed by the General Asg@idorth Carolina in July
2007, requires the Department of Health and Huneami&s to take multiple actions
related to management of community support senaoesto provide adetailed report
on the implementation and status of each of thiiies” to the Joint Legislative
Oversight Committee on Mental Health, Developmebiahbilities, and Substance
Abuse Services, the Senate Appropriations Committeldealth and Human Services,
the House of Representatives Appropriations Subdttesron Health and Human
Services and the Fiscal Research Division in M2@b8. This report is submitted to
fulfill those requirements.

Section 10.49.(ee) of the legislation statéxr‘the purpose of avoiding over-utilization
of community support services and over-expendufifands for these services, the
Department of Health and Human Services shall imately conduct an in-depth
evaluation of the use and cost of community supgeoktices to identify existing and
potential areas of overutilization and overexpeudit The Department shall also adopt
or revise as necessary management policies andipeadhat will ensure that at a
minimum:

(1) There is in place a list of community support seggithat are appropriate to meet
the critical needs of the client and are cost difes

A report outlining the list of services and theffstaedentials appropriate to provide each
service was submitted to the legislative bodiesired above in November 2007. Itis
available on the Division of Mental Health, Devaiogntal Disabilities, and Substance
Abuse Services website at
http://www.ncdhhs.gov/mhddsas/statspublicationsitsfiegreport-list-of-community-
support-services-1107.pdf

Medicaid Policy 8A, “Enhanced Mental Health and &ahce Abuse Services”,
Attachment D located on the Division of Medical Asance website
http://dhhs.state.nc.us/dma/bh/8A/pdf also hadisheas part of the official Medicaid
coverage policy for Community Support.

(2) Community support services are appropriately wiibased on the critical needs
of the client, and utilization is monitored routipéo ensure against overutilization;

Prior authorization is required for community suggservices that extend beyond the
four (4) unmanaged Qualified Professional hoursaftults and the eight (8) unmanaged



Qualified Professional hours for children and adoémts. The unmanaged hours do not
require prior approval and are intended for theettgpment of the Initial Person-
Centered Plan. Requests for additional communipypsrt services require the approval
of the Medicaid-approved vendor, ValueOptions,Madicaid eligible consumers or the
Local Management Entity (LME) for state-funded aamgrs. In authorizing services,
ValueOptions and the LMEs review the requests usiitgria of medical necessity and
critical needs identified in the Person-CenterexhPlI

In addition, LMEs are required to conduct post-pagitireviews to ensure that the
services delivered are clinically appropriate anddécordance with federal and state
statutes as well as with relevant DHHS policieshuads, and communications. The
Department and LMEs conducted post-payment revie\2907 on all individuals who
were receiving community support services in exoéd2 hours per week, a total of
4,155 adults and 7,646 children and adolescerttg. r@views indicated overutilization of
community support services since more than a tfiservices received by adults (36%)
and children and adolescents (35%) were considerbd not medically necessary.
Fifty-four percent (54%) of community support sees for both groups were considered
to be medically necessary but the duration anahgiity were not considered appropriate.
The remaining consumers received community sugaovices that were medically
necessary as well as appropriate in duration aedsity (NC Department of Health and
Human Services, Monthly Report on Community Supfentvices, October 2007).

The Division of Medical Assistance monitors on seWlg basis the ValueOptions’
authorizations, reductions and denials data. Odartment also analyzes paid claims
data for Medicaid at each Medicaid check write,alhs about every two weeks and
state funded services on a monthly basis and sabimitings on the utilization of
Community Support and other services in monthlyrepto the Joint Legislative
Oversight Committee on Mental Health, Developmebiahbilities and Substance
Abuse Services, the Senate Appropriations Subcaeeniin Health and Human
Services, the House of Representatives Appropnatiubcommittee on Health and
Human Services and the Fiscal Research Divisidres& monthly reports on
Community Support Services are described in grekgeil in the response to Section
10.49.(ee) (10).

Finally, as part of the administrative and goversafunctions cited in the contract with
the Department, the LMESs are required to analyziepaacess service authorization and
claims payment data received from DHHS to inforrmnageement decision-making in
such areas as identification of high cost/high nemtsumers, provider billing patterns
and trends and utilization of various serviceshimgervice array.

(3) That expenditures for services are controlled ®raximum extent possible
without unnecessarily impairing service quality afticiency;

Mechanisms for the control of expenditures exishatindividual and aggregate levels.
At the individual level, prior authorization is néged for community support services, as
outlined above. To control expenditures for segiat the aggregate level, the



Department analyzes paid claims for Medicaid ahédedicaid check write and State
funded services on a monthly basis. Moreover, LMisinely receive paid claims data
for Medicaid and state funded services so that tagyperform required monitoring of
services.

(4) Service providers are fully competent to provideheservice, to provide the
service in the most efficient manner, and thatisessand providers meet standards
of protocol adopted by the Department. To this, @mdlorsement shall be based on
compliance with: a Medicaid service-specific chistkrules for Mental Health,
Developmental Disabilities and Substance Abusei&ssyclient rights rules in
community Mental Health, Developmental Disabiligesl Substance Abuse Services,
the Medicaid service records manual, and other Mdaidi requirements as stipulated
in the participation agreement with the DivisionMédical Assistance. In
accordance with G.S. 122C-115.4, an LME may renagw®vider’'s endorsement;

Provider endorsement is one of the responsibildfes Local Management Entity as
specified in G.S 122C-115.4. Under the same gatutocal Management Entity may
also remove a provider endorsement.

To ensure that service providers are fully compeieprovide each service and that
services and providers meet standards of protataptad by the department,
endorsement is based on compliance with the enaersigpolicy found in “Policy and
Procedures for Endorsement of Providers of MediBatnbursable Services”
(Communication Bulletin # 44), the core rules skiped in 10A NCAC 27G.0201-.0204
and other communications from the department ,elsas endorsement review check
sheets for Community Support (Child and Adult).

These policies and procedures set forth the adtratiige, financial, clinical, quality
improvement, and information services infrastruetaecessary to provide services.
Provider organizations must demonstrate that thegtithese standards by being
endorsed by the LME. Additionally, within threeays of enrollment as a provider, the
organization must have achieved national accrealitatith at least one of the designated
accrediting agencies. The organization must kebéshed as a legally constituted entity
capable of meeting all of the requirements of tredMaid program. This includes
national accreditation within the prescribed tinaefie.

In its first year of implementation, provider ensl@ment included a transition phase-in
where initial endorsements were conditional fotamfi8 months from the date of
enrollment in Medicaid. The period of conditioealdorsement ended in September
2007. As of October 1, 2007, all new providerskgegendorsement must meet full
endorsement criteria to be enrolled as a Mediceodiger.

(5) All community support services are subject to papproval after the initial
assessment and development of a person-centenedh@tabeen completed:;



The Introductory Person Centered Plan is for arviddal who is new to the service
system or who has been completely discharged witkenvices for 60 days. For a new
consumer entering the service system through thee8mg/Triage/Referral (STR)
process, an Introductory Person-Centered Plan beusbmpleted by a Qualified
Professional (or licensed professional) from theseim provider agency for community
support services. The provision for an Introdugt®erson-Centered Plan allows the
provider to quickly gather the information neededdquest authorization from the
Medicaid approved vendor.

Among the key elements that must be in the Intramtyd®erson-Centered Plan is
confirmation of medical necessity. The Person-&eat Plan must include the clinical
information to support the medical necessity deteation. Medical necessity is
determined by generally accepted North Carolinaratmnal mental health, substance
abuse practice standards as verified by indepemdedicaid consultants, or the LME
for state-funded services.

In addition to the Introductory Person-CenteredPllae completed Inpatient Treatment
Review and Outpatient Review forms (ITR/ORF-2CTChkém ValueOptions or the
form issued by LMEs for prior authorization and ferson-Centered Plan Consumer
Admission Form (for submission to the LME) are rieg to process an initial
authorization. The provider is also expectedutansit any additional clinical
documentation or assessments, gathered to ddte ofitial authorization to assist the
reviewer in determining the appropriate service appropriate duration and intensity of
the service.

Services that were authorized from an IntroducReyson-Centered Plan are in effect for
the duration indicated by the authorizing ageneyior to the end of the first
authorization period, a comprehensive clinical sssent must be completed in order for
services to continue to be authorized. The resutsrecommendations outlined in the
assessment must be addressed and incorporatatienBomplete Person-Centered Plan.
For further authorization to occur, a new ITR/ORE¥ZM form and the Complete
Person-Centered Plan must be submitted to Value@ptr the LME. Additional
information may be requested from the providerpacthe authorization decision being
reached.

(6) Providers are limited to four hours of communitypgart for adults and eight
hours of community support for children to develop person-centered plan. Those
hours shall be provided only by a qualified profesal. Providers that determine
that additional hours are needed must seek andimiptdor approval. If additional
hours are authorized, the LME may participate ia tevelopment of the person-
centered plan as part of the care coordination gundlity management function as
defined in G.S. 122C-115.4;

The service definition for Community Support —AdulMH/SA) was modified with a
March 1, 2008 effective date to implement the 4rHimoitation on unmanaged hours for
adults. The service definition for Community SugpeChild/Adolescent had previously



been modified to incorporate the 8 unmanaged hotation. These unmanaged visits
apply only to recipients new to the service system.

LMEs may participate in the development of the persentered plan through their care
coordination and quality management functions ditonal hours are authorized. The
Department of Health and Human Services, LMEs,sdaff of ValueOptions are
working together to develop streamlined communacaprotocols to facilitate
communication around high cost/high need consumers.

(7) Based on standards of care and practice, a strihg&nical review process for
authorization of services is implemented uniforarig in accordance with State
guidelines;

The Department has a stringent and standard dliproaess for the authorization of
services. Utilization management of covered sewvis part of the assurance of
medically necessary service provision. Authoraatiwhich is an aspect of utilization
management, validates approval to provide a mdginatessary covered service to
eligible respondents. Services are based upardan{j of medical necessity which is
determined by generally accepted North Carolinaratmnal mental health, substance
abuse standards of practice as verified by indegr@ndedicaid consultants or the LME
for state-funded services. They must be relateébeaecipient’s diagnostic and clinical
needs as documented by clinical assessments cexdwglicensed professionals within
their scope of practice and are expected to acliies/epecific rehabilitative goals
specified in the individual’'s Person-Centered Riad in accordance with the
requirements of the service definition. If the de@ medical information is not yet
completed when the initial prior authorization regquis submitted, the appointment
date(s) and historical clinical information mustibeluded to justify the initial request.
The initial authorization with variable timelinesrfresubmission is given to ensure the
delivery of needed services. All clinical assessta must be completed prior to the
submission of the next authorization.

Medically necessary services are authorized imtbst economic mode as long as the
treatment that is made available is similarly effious to services requested by the
recipient’s physician, therapist or other licenpedktitioner. For Medicaid, authorization
by ValueOptions is required according to publispeticy. For state-funded services,
authorization is required by the LME prior to thst visit. ValueOptions and the LME
evaluate the request to determine if medical négesgpports more or less intensive
services.

(8) Additional record audits of providers are conductetda routine basis to
continually ensure compliance with Medicaid reqments;

The DHHS Interagency Memorandum of Agreement (MO&)wveen DMA and
DMH/DD/SAS requires the two agencies to collabowsith each other on audit and
review functions for Medicaid compliance. Undeg 8ame MOA, DMH/DD/SAS is
required to undertake, with DMA participation, Meaiid compliance audits of randomly



selected providers of MH/DD/SA services, produceprt of the findings of these
audits and ensure appropriate management of Méedseavices by assuring that LMEs
meet readiness criteria for performing Medicaid/mer utilization management
functions, when designated to do so. As requisethe Centers of Medicaid and
Medicare Services, DMA monitors the performanc®bfH/DD/SA and the LMESs in
conducting their respective duties outlined inEidA and DMH/DD/SA MOA and the
LME functions that receive federal financial pagation.

The Scope of Work of the contract between LMEsRRUHS includes post-payment
reviews as one of the administrative and govern&umetions of LMES. The reviews are
conducted to ensure that services delivered aneally appropriate and in accordance
with the NC Administrative Code, the DMH/DD/SAS $@iee Definitions Manual,
Medicaid MH/DD/SA Service Policies, DHHS policiesdtacommunications, the
Medicaid Provider Enrollment Agreement, the Noréir@ina General Statutes and the
Federal Code of Regulations. As DMA'’s represemgatine LME has the authority and
responsibility to make clinical and administratoeterminations relating to quality and
guantity of services rendered by providers endobseithe LME. The LME is required to
work with DMA to identify high risk or high concemareas in which to conduct post-
payment reviews at a level to be mutually agreezhug-ollowing completion of the
post-payment reviews, the LME is required to referspecific findings to the DMA
Program Integrity Unit using standard referral doents and protocols. Upon review of
the information, DMA determines the appropriatecsi@ms or corrections.

Local Management Entities conducted service repevdws (medical record
documentation reviews) on records identified ingbet-payment review process as
requiring further inquiry to assure appropriate wtnentation of services. The process
entailed reviewing 19,577 events for 4,285 indialdeconsumers served by 498
providers.

A Frequency and Extent of Monitoring (FEM) tool Heeen developed and is currently
being implemented as a standardized instrumenmntidore that providers remain in
substantial compliance with endorsement critergduiting national accreditation, first
responder capacity and quality, compliance witladatomission requirements, consumer
rights protection, incident reporting and rightsetection requirement, meeting defined
guality criteria, adherence to evidence-based gexcin the delivery of services and
compliance with DHHS documentation requirements.

(9) Post-payment clinical reviews are conducted atitical level to ensure that
consumers receive the appropriate level and intgridicare;

As noted in the response to item (2), the Departraed Local Management Entities
conducted post-payment reviews in 2007 on all illdizls who were receiving
Community Support services in excess of 12 hoursvyeek. Additional post-payment
reviews will be conducted in the future.



(10) Beginning October 1, 1007 and monthly thereafteport to the Senate
Appropriations Committee on Health and Human Sesjithe House of
Representatives Appropriations Subcommittee onthl@ald Human Services, and
the Joint Legislative Oversight Committee on Mehtadlth, Developmental
Disabilities and Substance Abuse Services;

DHHS began submitting monthly reports on Commusitipport services to the Senate
Appropriations Committee on Health and Human Sesjithe House of Representatives
Appropriations Subcommittee on Health and HumanwiSes and the Joint Legislative
Oversight Committee on Mental Health, Developmebiahbilities and Substance
Abuse Services in October 2007.

As specified in the subsection, the monthly repamntdude the number of consumers of
community support services by month, segregateadiojt and child (10a); the number
of units of community support services billed amdiddoy month, segregated by adult and
child (10b); the amount paid for community supgmyrtmonth, segregated by adult and
child (10c); the length of stay in community sugpsegregated by adult and child (10e);
the number of clinical post-payment reviews condddity LMEs and a summary of
those findings(10f); the total number of commursitypport providers and the number of
newly-enrolled, re-enrolled, or terminated provajeand if available, reasons for
termination(10g); the number of community suppoaviders that have been referred to
DMA'’s Program Integrity Section, the Division’s “Bia@ Action response” committee; or
the Attorney General's Office (10h); the utilizatiof other, newly enhanced mental
health services, including the number of consureerged by month, the number of
hours billed and paid by month, and the amount edeé by month (10i).

Because the information system previously did pecgy whether the community
support service provider was a qualified profesai@n paraprofessional, the monthly
reports produced thus far have not identified thiesyprovided by a qualified
professional and those provided by a paraprofeak{@@d). However, the Medicaid
claims processing system was modified effectivedbdmer 1, 2007 to allow for the
identification of a community service provider agualified professional or
paraprofessional. Accordingly, the monthly regmrtcommunity supports for February
2008 that will be released in March 2008 will diglish between the number of units of
community services billed by qualified professia@bm the number of units billed by
paraprofessionals.

(11) If possible, modify the Medicaid claims paymentpssing system so that
providers will be required to identify, by claimhether the service was provided by a
gualified professional or a paraprofessional,

As noted in the November 2007 Medicaid Bulletin émglementation Memo # 36,
providers were required to use additional modiffersccommunity support services billed
with date of service effective December 1, 200idemtify units of service provided by
the Qualified Professional (QP) and the non-QuedifProfessional. Modifier U3 is now
used as the secondary modifier to identify a servendered by a Qualified Professional



and U4 as the secondary modifier to identify aiservendered by a non-Qualified
Professional).

(12) The Department of Health and Human Services an®#partment of Public

Instruction shall amend their Memorandum of Agresite ensure that each local
education agency develops its own list of apprgurediders and individual service
providers authorized to provide services on canmgmiprovided under the Federal

Safe Schools Act;

DHHS and the Department of Public Instruction (Difdye completed a review of all
existing memoranda of agreements (MOAS) to be dened for such an amendment and
relevant state and federal legislative requiremmtsitations and language needed for
use in the agreement. In consultation with reledpl staff and representatives from the
Local Education Agencies (LEAS), language has losafted for use in a memorandum
of agreement (MOA) between DHHS and DPI to meet tbquirement. The Department
has also reviewed samples of local contracts betwe&#&s and community support
providers to assure compliance with Medicaid regagnts and rules.

As an interim measure, DPI sent a memorandum drbcuary 8, 2008 to principals and
directors of exceptional children’s programs inplblic schools regarding Community
Support services in schools. The memorandum staéeS(A)ccording to federal and
state special education law, if the school belig¢hias a student who has a disability must
have a one-one-one assistant in order to atterabkdhe school is required to provide
the service.” It also reminds schools of theipaessibility for providing education-
related required services and supports to studdgtiigdisabilities in the school setting to
ensure that eligible students receive a free aptoapiate education.

Section 10.49.(ee) also requires that this refoctude clear standards for determining
local management entity capability to perform aalion review and utilization
management. These standards shall include (iyehation of medical necessity; (ii)
an authorization process that includes the useaasfdardized forms; (iii) concurrent
review procedures; (iv) recipient appeals procgs¥minimum staffing requirements;
(vi) requirements for data collection and reportiraand (vi) performance criteria for the
LMEs and outside vendor.”

As part of its contract with the Department to eradd the performance of LMEs, Mercer
Health & Benefits, LLC is evaluating the capacifyeach LME to successfully perform
utilization review functions for Medicaid service$he results of that evaluation will be
included in the final report on LME performance dadHHS by May 15, 2008.

Clear standards that have been developed to deteiltME capability to perform
utilization review and utilization management. THES are expected to meet the
standards specified in the RFP for Medicaid utilaareview and all subsequent
amendments. The major standards are described.belo

0] Medical necessity is determined based on the fatigwelements:



» Adiagnosis as defined by standard diagnostic nafagmes (DSM-
IV or its equivalent in ICD-9-CM). The patient nidsmve been
diagnosed with a psychiatric/substance abuse dlbgs licensed
professional within his or his scope of practice.

* The symptoms of the illness or condition must agdewith those
described in the DSM-IV. The diagnosis must haeen arrived at
prior to admission or submission of Utilization Rav documents in a
face-to-face encounter between the person andtfiesgional who
issues the diagnosis.

* Anindividualized treatment plan (Person-CenterkhPappropriate
for the person’s illness or condition and cliniaasessments and
documentation to support the plan.

» Areasonable expectation that the person’s illnemsdition, or level
of functioning will improve through the prescribedatment.

* The treatment is safe and effective according tmnally accepted
standards of clinical evidence generally recognizgd
clinical/treatment professionals.

* The treatment is the most appropriate and costtfeelevel of care
that can safely be provided for the person’s immedcondition.

* The treatment should also be the least restribtivel of care that
meets the medical needs of the consumer.

* The request falls within the requirements of thedMaid Service
Definition, American Psychiatric Association PraetiGuidelines or
The American Academy of Child and Adolescent PsatchiPractice
with the application of standard clinical knowledufeacceptance
practice standards.

» All services must be reviewed by NC licensed chhstaff. Decisions
regarding reductions/terminations or denials mestiécided by NC
Board Certified Psychiatrists, ASAM certified MDrfdecisions
regarding Substance Abuse

(i)  An authorization process has been clearlyrisdi The process includes the use
of standard authorization forms, such as the Iepafireatment Report (ITR) and
the Outpatient Review Form (ORF 2) and the OutpafRegistration Form
(ORF2SA). The forms are available on the Value@ystiwebsite.

(i)  The Department and LMEs conduct concurrent reviewegrdures in accordance
with adopted policy. In addition to items citedsiction (i), concurrent reviews
also must demonstrate evidence of progress to ssltiie presenting symptoms
or challenges. If the identified strategies oatneent modalities are not
producing the desired clinical outcomes, clinicaldifications and plan revisions
are required for continued authorization. Conaurreview schedules may vary
based upon the individual needs but shall not ektee review period authorized
in policy.
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(iv)

Concurrent reviews are not the sanygoas payment reviews. Post Payment
reviews and procedures are outlined above in i{@nand (9).

Consumers or legally responsible persons havdagheto appeal a decision to

reduce or deny services. The process for appedénions is standardized

across all Medicaid services and prior authorizatiendors. The Medicaid

vendors must issue the notice of action letteriwithbusiness day of the

decision. The DMA standardized letters are issndthglish and Spanish and

highlights of the letter include:

a. ldentification of the service requested,

b. Documentation of the authorization action takenead of granting the
original authorization request that reduces, teateis or denies the request

c. Citation of the clinical reason for the decisiorréduce, terminate or deny the
request

d. Citation of the federal or state rule, standargalicy granting the authority to
issue the decision

e. Inclusion of the details and timelines of requestioth informal and formal
appeal request,

f. Notification of the application of Maintenance ar8ice (MOS) during
appeal for concurrent reviews which are reducetgrmmninated and

g. Inclusion of forms requesting the appeal.

A service recipient or his/her legal representathay choose to appeal a decision either
through an informal hearing by DHHS Hearing Offarea formal hearing by the Office

of Administrative Hearings. Recipients have tlghtito continue to receive the service
at the level previously in place (MOS) prior to thispute until resolution of the appeal.

(v)

Minimum staffing requirements to conduct utilizaticeview (initial, concurrent,
retrospective, post payment) include medical deatlinical director, licensed
NC clinical staff to serve as care coordinatorsafgioCertified Psychiatrists,
ASAM certified Physicians. Ratios are expectedneet the turn around time
(TAT) established by DMA contract and to staff ttlenical hearings. Current
TAT is four (4) hours for inpatient and crisis/emency requests, 5 days for
regular requests and 15 days for EPSDT decisiégsicians must defend their
decisions in person for all OAH hearings. Writswmmmaries by the physician
are provided for all DHHS Hearings and are presebtelicensed clinical staff.
The Physician must be available via phone as napeds participate in the
hearing.

For all adverse actions based upon the absenceditah necessity, the denial must be
made by a psychiatrist, a non-psychiatrist physigigth specialized training in addiction
or psychiatric disorders or a licensed clinical ghgytogist with five years post doctorate
experience. Denials based upon compliance withdamrastrative requirement must be
endorsed by a psychiatrist, a non-psychiatrist jglgrs with specialized training in
addiction disorders or licensed clinical psychadbgiith five years post doctorate
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experience. The Contractor’s psychiatrists shalblxhild/adolescent psychiatrist if the
recipient is under twenty-one (21).

DMA requires the following information so that tBévision can verify credentials of the
clinical staff:

* NC Licensure by the appropriate board or othenkaay body;

* Hospital privileges of practitioner or individual group providing hospital
coverage, if applicable;

» Liability coverage in the amount required for peigate

» Valid DEA or CDS certificate, as applicable;

» Board certification or eligibility, if the practiner states that he/she is board
certified or eligible on the application

* Malpractice and sanction history;

* Review of criminal background check for provideosyners and affiliates
with five percent (5%) or more ownership;

* Review of individual clinical staff background clks¢ regardless of location;
and

* Assurance that provider is not excluded from pgoditon by Medicare or the
OIG.

Additional staff are required to perform the folliog functions within the established
performance criteria outlined in the contract: pdev relations, clerical/administrative,
data entry, letter production, information techigyldor application programming and
networking and hardware design, data analysis, td&tamission to fiscal agent, reports,
contract management and business management

(vi). The Contractor shall provide reports ofleoted data that will assist the Division
to manage its system of care for recipients withalveoral health and
developmental disability disorders. Data may lupiested by Division in a
frequency, form and format necessary to meet igsaipnal needs. The Contractor
shall provide data for the following categoriesaofivity: Annual Reports, Routine
Reports and Ad Hoc Reports.

Data must be able to be transferred electronicdllye Contractor shall provide the
Division a reference file on standard CD or DVD mnaedrhe Contractor shall secure
valid Medicaid identification numbers and namesmafividuals and providers for this
purpose.

The following are examples of the data collectiad eeporting requirements for the
utilization review contract:

Annual reports of the activities of Contractor $t& developed in Microsoft Access or
Excel. These reports shall include: individuaihdgraphics; review outcomes by
provider, region and diagnosis; frequency of spediagnosis; and analysis of service
authorization patternsProvider outcome measures are specified in Aghgen of the
contract between DMA and the vendor. Additionglaing requirements for annual
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analysis will be based upon 3.16 Performance StdadAnnual report of staff and
credentials conducting clinical reviews

By the 3@ day following the end of each contract year, tlwmt€actor shall provide the
DMA with an annual report summarizing submissionl @uthorization activity for the
previous year. All reports must provide statewddéa and breakdown by LME.

The routine reports the Contractor shall providetite Division include but are not
limited to the following:
* Authorization by Service Code,
* Authorization by Service Code and Diagnosis,
* Authorization by Service Code and Age,
* Number of Denials,
* Number of Denials per Diagnosis/Disability,
* Ratio of Denials to Authorizations,
* Number of Submissions for authorization by Methbé&wobmission,
* CPT and HCPCs Code Authorization by Provider,
» Authorization to Denial Ratio per Contract Reviewer
* Length of Time from Submission to Authorization, Mgthod of Submission;
» Ratio of Appeals to Denials;
» Comparison report from historical data to currestiad
* Reduction in hospitalization utilization;
» Reduction in child residential services
* Reduction in out of state authorizations
 When child residential services are required, thaonty will be served in
Therapeutic Foster Care family setting
* Number and amount (units/funds) of MOS authorizetio
* Timeline between denial decision and receipt ofeapp
* HIPAA violations
» EPSDT Authorization report
* Provider profiling
» Significant trends from the previous quarter ankeothistorical data that may
facilitate the provision of appropriate, cost-effee services to persons with
Mental Health, Substance Abuse or Developmentaility treatment needs.
» Additional reporting requirements for routine arsadyare based upon Section
3.16, “Performance Standards”.
These reports have various schedules for submigsidbMA. Authorization data is
submitted weekly, monthly and quarterly. Otherontp are submitted quarterly with
annual summary.

(vi)  LME performance will be reported as paftthe Mercer report mentioned above
in this section. In accordance to Medicaid regments, any vendor or LME
conducting Medicaid utilization review must follothe same procedures and
processes established by DMA and are subject to sdmae performance
monitoring and sanctions.
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The Contractor is responsible for the accuracy wharization standards and
applying such standards in a consistent manner degtvelients, services and
providers. This entails the application of clinitast practices, utilizing the least
restrictive and most cost-effective service optwimich appropriately addresses
the need for which the services were authorizedy aredically necessary
services. Vendor monitoring and performance gatare part of the contract and
vary according to the area targeted. Performasmiceviewed weekly or monthly
and measures are reviewed quarterly and targetm@tgled in the contract for
established areas with financial incentives or dédos per area. These areas
include but not limited to:

» Timeline for review of Services

* Review of Inpatient Services

* Electronic Review

* Notification of authorization decision to provider
» Adverse Notification letters

» Telephone Access and wait time

* Provider Relations response time and resolution
* Retrospective and post payment reviews reports ssim
* Quality Assurance Reviews

» Staff Hiring and Training requirements

» Confidentiality compliance

* Recipient Eligibility compliance

* Provider enrollments compliance

» Audit of inter-rater reliability practices

* Adherence to definitions in the contract

* Invoicing standards

* Fiscal Agent Interface standards and requiremeatsdhily data
submission and error reviews

* Meetings (required and ad hoc)

 Erroneous Decisions are defined as authorizatiows denials that
violate an officially promulgated federal or staggulation, policy or
directive. In cases of erroneous decisions, thati@otor shall
reimburse the Division for the total cost to theviBion of the
service(s) provided in error.

Monitoring of the performance is based upon DMAieavof submitted reports, random
sampling of data to validate performance and acyunédata/reports. Examples include
the random selection of authorization requests #tdxiby the provider, review of
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documentation submitted and the agreement of tbisida rendered. Monitoring also
includes review of complaints and timeliness anthgleteness of the resolution of the
complaint.
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